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InTRODUcTIOn Every year 10.5 million children less than 5 years die in developing countries, mostly in sub-Saharan Africa. Although the annual number of deaths has been decreasing since 1970, reduction not evenly distributed, children in low-to middle-income countries are 10 times more likely to die before age 5 than children in the industrialized world 1, 2 .
In 1998 more than 50 countries had IMR ≥ 100 per 1000 live births. Seven in 10 of these deaths are due to Acute Respiratory Infection(ARI), Malaria, Malnutrition, Diarrhoea, Measles, Perinatal problems and often to a combination of these conditions 2 . Every day millions of parents take children with potentially fatal illness to health facilities and in some countries three in four episodes of childhood illnesses are caused by one of these five conditions. Most sick children present with signs and symptoms related to more than one condition, this overlap means that a single diagnosis may not be possible or appropriate for treatment hence treatment may be complicated by the need of combination therapies for several conditions 2 .
Projections based on the 1996 analysis The Global Burden of Disease indicate that these conditions will continue to be major contributors to child deaths till the year 2020 unless significantly greater efforts are made to control them not forgetting the upcoming devastating effect of HIV/AIDS epidemic and tuberculosis 2, 3 .
In response to this, World Health Organisation (WHO) and United Nations Children Funds (UNICEF) developed the IMCI strategy. At the core of this aBsTRacT OBJecTIVe Assessment of mothers' knowledge, attitude and practices on symptoms and signs of IMCI strategy addressed illnesses July to September, 2007
MeThODOLOGY
The cross sectional study was conducted among mothers with under five years old children receiving care at Buguruni Reproductive and Child Health Clinic, Dar-es-Salaam. Random sampling procedure was used to obtain 336 mothers. Data collection from cooperative mothers was by the use of close ended swahili version of the questionnaire. Data was analysed using Epi-info statistical software. Confidentiality to any information disclosed by the mother was ensured.
RESULTS
Refer Tables 1 and 2
DIscUssIOn
The study showed that knowledge on symptoms of childhood diseases was very high. All respondents were aware of at least one symptom of childhood diseases. Fever, cough, inability to play, irritability, restlessness, diarrhea, breastfeeding inability, breathing difficulties, convulsions, weight loss and edema of both feet were highly associated with childhood diseases. Fever and diarrhea recognition is nearly similar to the Tanzanian study 9 . This is because malaria is considered as a major problem in all Tanzania communities. The respondents in these two studies were living in holoendemic area of stable perennial malaria where people are aware of the clinical manifestation of the disease.
Concerning fatal symptom recognition almost all respondents (96.1%) were aware of one or more fatal symptoms of childhood diseases. This awareness is much higher than the level noted in a study conducted in Bolivia 5 . Convulsions was the most responded fatal symptom of childhood disease (92.5%) suggesting that this important symptom of complicated malaria is most recognized, as previously shown 9 . Breathing inability was the next most responded fatal symptom of childhood diseases being, followed by coma, breastfeeding or eating difficulties and lethargy (or drowsiness). strategy in the management of childhood diseases has improved mothers' symptom recognition than previously shown 5, 6 . In a Pakistan study pneumonia recognition was almost universal and the main recognition and severity indicator was chest indrawing followed by signs and symptoms relating to the quality of breathing and the presence of high fever, anorexia and lethargy 12. In Bolivia, 39% of caregivers with fatally ill children recognized that their child was severely ill 5 .
In one Mexican study it was found that disease severity was not recognized in 40% 6 . With respect to the cause of childhood diseases most respondents implicated dirty environment, bad weather, some organisms (germs) and absence of water however in few percentages some respondents still held the belief that God and witch craft were causes of childhood diseases. This awareness paralles previous studies 11, 12 .
In Bangladesh respiratory illnesses were attributed to humoral imbalances, supernatural causes and `negligent' mothers. Concept of germs was non existent 11 . In Pakistan, exposure to cold through a variety of mechanisms was perceived to be the dominant causal model of pneumonia and the concept of contagion was virtually non-existent 12 . This can be explained by differences in study settings as one study involved health volunteers 11 and focus group discussion 12 . In this study bad weather, dirty environment and germs have come into minds of respondents probably due to increased emphasis on disease prevention as addressed by the community IMCI.
On seeking care most respondents cited no factor can hinder them from seeking care however lack of money and condition of the baby not being serious were cited less frequently. This is different from the previous studies which showed lack of money, distance to the facility and perception that illness is not serious were the main factors for children not to be taken to the health facility once they are ill in Mexico 13, 14 . This can be explained by provision of IMCI programmes free of charge to all children has increased health care seeking which was not the case in the previous studies 13, 14 . Most mothers would send their children to the health facility however some would give home antipyretics and 14, 9 .
Also use of home antipyretics is lower than levels noted previously 9 . This can be explained by provision of IMCI programmes free of charge has increased accessibility to health care hence has decreased use of home treatment with antipyretics for underfives with fiver. Almost all mothers would seek health care when their under fives show any symptom of disease severity. This is probably due to increased emphasis on symptom recognition of disease severity by IMCI programmes has improved caretaker skills to recognize danger signs in childhood diseases and free of charge of its services has enhanced health seeking behaviour which was not the case in Kenya 6 and Mexico 13, 14 .
Most mothers sought care from the government health facilities, dispensaries, pharmacies and private practitioners usage was low.
This is similar pattern to that in Zambia 15 and in contrast with studies done in Kenya 14, 15 .This is probably due provision of IMCI services free of charge has increased access to government health facilities and decreased accessibility private health providers which is associated with costs in their services as it is the case in Kenya.
Most mothers in the present study preferred to stop giving medication to their children before dose completion which is not the pattern in Kenya 15 and Pakistan
12
. This can be due to incorrect messages being delivered to mothers on treatment of childhood diseases at health facilities with IMCI services has led to realistic expectation of cure hence has led to decreased change of physicians and treatment regimen which was the case in Kenya 15 and in Pakistan 12 .
However some mothers were in agreement with stopping medication when the child gets better. This can lead to either under dosing if symptoms wane before the dose is completed as it was in Zambia 15 or overdosing if the symptoms persist even after the dose is completed.
Most of respondents agreed on giving medication for treatment and feeding their ill children at home while some would offer fluids and breastfeed their sick children.
This awareness on home management is appropriate and is in conformity with family and community practices that promote child survival and development stipulated by household and community component of IMCI 16 .
The practice of offering fluids and breastfeeding of sick children was low probably because ages of children were bimodal where by children of less than four months were on exclusive breast feeding while those who were older than four months are likely to be on complementary feeds 17 however ages of children were not considered in this study.
Most respondents preferred to go back to the same health facility when their sick children develop complication. This is appropriate practice for management of childhood diseases and is probably due to application of IMCI programmes where by a mother is required to bring the child back to the health facility incase of complication which was not the case in a Mexican study 13 .
In this study no factor was found to be associated with mothers' knowledge on symptoms, attitudes and practices on childhood diseases. This is probably due to small sample size which was not the case in a Tanzanian study 9 . cOncLUsIOn In this study it was found that mothers were able to recognize symptoms of childhood diseases, also they had proper attitudes towards causes of childhood diseases and their practices were directed towards proper management of childhood illnesses as addressed by IMCI strategy. Therefore implementation of IMCI programmes in government health facilities has improved health seeking for childhood diseases.
RecOMMenDaTIOns
These study findings have important policy implications hence they should be used to evaluate the success of implementation of IMCI strategy in the management of childhood diseases. Also IMCI programmes should be expanded and to be implemented in an all dispensaries and health centres including those in rural areas.
